'COTTONWOOD HEIGHTS
RESOLUTION NO. 2009-38

A RESOLUTION APPROVING ENTRY INTO A
PROVIDER AGREEMENT WITH
EYEMED VISION CARE FOR VISION INSURANCE

WHEREAS, the city council (the “Council”) of the city of Cottonwood Heights (the “City”)
met in regular session on 23 June 2009 to consider, among other things, approving a provider
agreement (the “Agreement”) with EyeMed Vision Care (“EyeMed’) whereunder EyeMed would act
as the vision insurance provider for City’s employees on the terms and conditions specified in the
Agreement; and

WHEREAS, the Council has reviewed the form of the Agreement, a photocopy of which
is annexed hereto; and

WHEREAS, after careful consideration, the Council has determined that it is in the best
* interests of the health, safety and welfare of the citizens of the City to approve the City’s entry into
the Agreement as proposed;

NOW, THEREFORE, BE IT RESOLVED by the Cottonwood Heights city council that
the attached Agreement is hereby approved, and that the City’s mayor and recorder are authorized
and directed to execute and deliver the Agreement on behalf of the City.

This Resolution, assigned no. 2009-38, shall take effect immediately upon passage.

PASSED AND APPROVED effective 23 June 2009.

COTTONWOOD HEIGHTS CITY COUNCIL

By //M{Wﬂ‘/

Kdvin H. Cullimor%lr., Mayor




VOTING:

Kelvyn H. Cullimore, Jr. Yea l Nay

Gordon M. Thomas Yea v~ Nay
J. Scott Bracken Yea v/ Nay
Don J. Antczak Yea /. Nay
Bruce T. Jones ~ Yea 7 Nay

DEPOSITED in the office of the City Recorder this 23" day of June 2009.

RECORDED thisaﬁ day of June 2009.
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YEIVIC
VISION CAREs

COTTONWOOD HEIGHTS

Benefit presented is for 07/01/2009
effective date.

Member Copay:
Exam $10.00
Lens $25.00
Frequency

Exam Once per 12 mths
Frame Once per 12 mths
Lenses or Contacts Once per 12 mths
Monthly Fee:
Subscriber Only $7.24
Subscriber + 1 Dependent $13.76
Subscriber + Family $20.20

Rate Contribution Level Definition:
Voluntary (Employer pays less than 25%)

Rate Terms and Conditions:
Benefit presented has a 48-month policy
term and rate guarantee.

Pricing includes broker commissions.

Rates are valid based on group domiciled
in the state of UT and group size of 10 -
500 eligible employees.

Fees quoted are valid until the stated
effective date.
www.eyemedvisioncare.com

Select Exam & Materials - Medium Option
BENEFIT DESIGN SUMMARY

EyeMed Vision Care in conjunction with Fidelity Security Life Insurance Company
Vision Care Services In-Network Out-of-Network

Member Cost Member Reimbursement
$10 Copay Up to $35

Contact )Lens Fit and Follow Up(Contact lens fit and two follow-up visits are available after comprehensive
eye exam

Exam with Dilation as Necessary:

Standard Up to $40 N/A
Premium’ 10% off Retail N/A
Frames(any available frame at provider $0 Copay; $120 Allowance, 20% $48
location): off balance over $120
Standard Plastic Lenses:
Single Vision $25 Copay Up to $25
Bifocal $25 Copay Up to $40
Trifocal $25 Copay Up to $60
Standard Progressnve Lens’ $25, 80% of charge less $55 Up to $40
3 allowance
Premium Progressive Lens $25, 80% of charge less $55 Up to $40
allowance
Lens Options(paid by the member):
UV Treatment 20% off retail price N/A
Tint (Solid and Gradient) 20% off retail price N/A
Standard Plastic Scratch Coating 20% off retail price N/A
Standard Polycarbonate 20% off retail price N/A
Standard Anti-reflective Coating 20% off retail price N/A
Other Add-Ons and Services 20% off retail price N/A
Contact_ LenSeS:(alIowance includes materials only)
Conventional $135 allowance, 15% off balance $95
over $135
Disposable $135 allowance, plus balance $95
over $135
Medically Necessary $0 Copay, Paid-in-Full $200

1 Standard Contact Lens Fitting - spherical clear contact lenses in conventional wear and planned replacement (examples include but
not limited to disposable, frequent replacement, etc.)

2 Premium Contact Lens Fitting - all lens designs, materials and specialty fittings other than Standard Contact Lenses (examples include
toric, multifocal, etc.} .

3 Standard/Premium Progressive Lens not covered - fund as a Bifocal Lens * )
Standard Progressive Lens covered - fund Premium Progressive as a Standard

Additional Value Added Savings

Members will receive a 20% discount on items not covered by the plan at network Providers, which may not be combined with any other
discounts or promotional offers, and the discount does not apply to EyeMed Provider's professional services, or contact lenses. Retail
prices may vary by location.

Discounts do not apply for benefits provided by other group benefit plans. Allowances are one-time use benefits; no remaining balance.
Lost or broken materials are not covered.

Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount off conventional contact lenses once the
funded benefit has been used.

Members also receive 15% off retail price or 5% off promotional price for Lasik or PRK from the US Laser Network, owned and operated by
LCA Vision. Since Lasik or PRK vision correction is an elective procedure, performed by specially trained providers, this discount may not
always be available from a provider in your immediate location. For a location near you and the discount authorization please call 1-877-
5LASERS.

After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the
member. Details are available at www.eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service.

This plan design is offered with the EyeMed Select pane! of providers. Minimum 10 enrolled employees required.

Underwriter

Insured plans are underwritten by Fidelity Securily Life Insurance Company of Kansas Cily, Missouri, except in New York. Fidelily Security
Life Policy number VC-73 andVC-74, form number M-9058.

This is a snapshot of your benefits. The Certificate of Insurance is on file with your employer.

Plan Limitations / Exclusions:

 Aniseikonic lenses

« Orthoptic or vision training, subnormal vision aids, and any associated supplemental testing .
« Services provided as a result of any Workers Compensation law

« Services or materials provided by any other group benefit providing for vision care .
« Certain frame brands in which the manufacturer imposes a no discount policy .

Corrective eyewear required by an employer as a condition of employment, and safety eyewear
unless specifically covered under plan

* Medical and/or surgical treatment of the eye, eyes, or supporting structures

Two pair of glasses in lisu of bifocals

Plano lenses and non-prescription sunglasses (except for 20% discount)

* Some provisions, benefits, exclusions or limitations listed herein may vary by State

If COTTONWOOD HEIGHTS has chosen this benefit and agrees to the administrative services and requirements outlined above, please sign below and return this sheet with
your completed application to your EyeMed sales representative.

.
.
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EyeMed

VISION CAREe

EyeMed Group Application Check List |

0 Group Application
0 Signed Plan Design

1 Signed Commission Agreement

- FAX No, 8019447005 P, 30

To Serve and Inspire with Excellence

4000 Luxottica Flace - Mdson, OH 45040
[T avemedvisioncare.com
)

Lesle |

t e i

0 Enrollment Forms (Or EDI Spreadsheet)

O Online Registration Fortm

‘M. Adam Stulberg
Sales Reprasentative

Office 866.354.5003
Fax 513.492.4232
Email: astulber@eyemadvisloncare.com
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Underwrltten by Fidelity Security Lifa Insurance Company
Nat Policy No.
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Application for Vision Care Benefits

od Hcg}ﬁri TexID#:___ 202)57376
DBA Name (if ofher than above):
26S £. Fort Unim Blrd  §#. 250

. EMPLOYER INFORMATION
Employer Name: CO‘HW\W 0

Business Address:
City: 60#0}1 W’Md ”e(ljh I’S State: M'}' Zlp: 8%9‘/7
Malling Address (if other than above):
City: . . State: Zip:
Principal Contact: Avgela Whrte Title:
- ) awhile @ codlormwiood

Phone: _ﬂ 94Y-7 0 Z'I Fax:____ 0/ W‘/ - 70085 E-mal: __qWis . utah. J ov
‘Type of Business: [ Proprietorship L1 Corporation [ JPartnership [J Other (Specify):

PLEASE NOTE THE FOLLOWING TYPE BUSINESSES REGUIRE PRIOR CARRIER APPROVAL:
IMEWA O PEO CITrust [ Union

Service Area: [[1 National (US, does not include Puerto Rico) [ state Specific (list):

Billing Contact Name; Phene:

Bliiing Address: _

City: State: Zip:
If you have subsidiaries, sffiliated companies, or divisions who use another name and wilt be covered hy this plan,
AND require separate billing invoices, please attach the followlng information on a separate sheet of paper:

-Name, Address, Billing Confact ahd Phone Number

If any subsidiary or affifiated companies are to be insured or any Employees are working at a location other than the
address above, please explain: ) - )

Wil fiuls plan replace any existing coverage? jZ@ Yes [INo

If “Yes," indicate name and address of existing Insurer.

Name:i&l‘lp E C-TY\GA

Address: ___ .
City:re > ‘I:as\iggalg 08\?‘;’_.1 State: AT Zip: 34102
Fffective date of existing coverage: /- l" 0 61 Termination date of existing coverage: Lt_?- 30 -094

1f “Yes” are any Emplovees on COBRA continuation?  [] Yes I;[ Ne  Howmany?

ﬁ
. PLAN SELECTION

Please refer to the atiached proposal pags, sligned by the client.
Services are provided by EyaMed Vision Care

A-00725
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e PREMIUMS

Contribution towards premium m Yes [INo
Employer's Premium Contrbution for: Employees: 70 /0 Dependents: £ 0 /0
Employee'é Premium Contribution for: Employees: _3_070 Dependents: 6 D/e

Are Employee and Dependent premiums being paid through a Section 126 Plan? COYes [JNo

Are Employee and Dependent premiums being colleated by payroll deduction? )ﬁ Yes [ONo
Premiums shall be at ihe rates set forth in the Schedule of Pramiums, included on the attached proposal page.

m

IV.  ELIGIBILITY INFORMATION :
Number of Employees: 540 Number Applying: LAAKN0WW Number Dependents:_ AU Kn 0w

Are Domestlo Pariners covered under this plan? [] Yes Bﬁ No
Eligibllity Reporting Contact (producss the eligibliity flle): _Algjela Whl‘*ﬂ/

Address (if different from group):

City: State: ) Zipr

Phone: Fax: Emall:

Ellginility Authorizatiors Contact (Benefits Administrator or Third Party Administrator responsible for vertfying vision
elections for members) ,

Name: 'Dwe};s\ﬁcc} 1“:3!1{&‘00& Pheone:

Days/Hours of Avallability: E-mail;

PROBATIONARY PERIOD .
For New Employees: [130days [J]é0days [J0o0days []180 days ;zi Other bcncﬁ Ho{_.sd f‘\fi o

Probationary Period s waived for present Employees: ﬁ Yes [{No
Number of Employees who have not yet completed the probationary period:

V. EFFECTIVE DATE
1. This plan will become effective at 12:01 a.m. Standard Time at the employar's address hereln, on 7-! ,20_Q0 q

 provided that ell of the following have been completed prior to this effeciive date: ] .
A. This application has been received and accepted by the Company (must be submittad 30 days in advance of the

effactive date). .
B, EyeMed has been furished a working file of all eligible members, according to the membership layout

guidelines. It is understood and agreed that EyeMed may rely on this information 10 provide services to
individuals designated as eligible.

2. This plan will be effective through _(g_Z}Q 20 !)ﬂ ( l 2 months) and the premium is based on the information
provided. .

MI
The Employer heraby makes application to Fidelity Security Life Insurance Company for Vision Care Benefits. The
Employer agrees to maintain and furnish any records necessary to administer the plan, and to forward premiums monthly
in advance,

The Employer certifies that all the Information showh on this application and any aitachments are correct and compiete
and understands that the Insurence Company intends to rely on this information in determining whether or not the
enrolling Employees may become insured. It Is further understood and agreed that NO INSURANCE WILL BECOME

EEFECTIVE UNTIL APPROVED BY THE INSURANCE COMPANY; and that no field representative of the Insurance

- 44 A A A 0 A A4 183 8 P CR SNS AM4E0 § mret e e AW Ae & VT ST Gy 0 B4 ee =




PRAVPRISEES
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Company has the authority te modify any conditions of appiication, or policles, by making any protmise or representation.
It is understood that the insurance a5 fo any Employee will not become effective on the date insurance should otherwise
become effactive if he is ot at work on such date performing all duties of hls occupation and otherwise meets the

requirements of the Insurance Campany. e

B signed for the Employer: Cirotr W, Ouslundy | Reesnosn

Kewin B lovumaee Ja, Maon
Title: ¢ v Pate: 6 [23)0%

M'
Vi MEMBER ID CARDS
Group will be receiving EyeMed (D cards: M Yes [ Ne

Plan Display Name: CD'HOY\WOOCS HC\' h)! R

{Cormpany Nama as you want it to appear on il ather ca ndence).

Company Name as you want itto appear on the I card. (Can anly be 30 charasters Incuding puncluafion, spacing & any cods)
Cofonwood He\'ﬂh’v% |

All EyeMed ID cards are mailed directly to employees’ home addrass

ATTENTON: THE DEPARTMENT OF INSURANCE REQUIRES THAT ONLY
THE BROKER AND/OR GENERAL AGENT WHO SOLD THE PRODUCT AND HOLDS A VALID LIFE
AND HEALTH LICENSE MAY COMPLETE THE CERTIFYING STATEMENT.

WRITING BROKER'S CERTIFYING STATEWMENT
1 certify that | havs accurately recorded on this application the information supplied by the proposed pelicyholder(s).
Firm Name (print): D\ym\‘(l\ed \Y\%U‘YMUM/ 9{'0\)? Tax 1D Number: .LLPL\'L\- 07_%0
Broker Name (print): M\Ck, TZyanin
Address: {2 . Qo ubh Termdle #2200

oty Lake Cit state: \JC. zp QAL

Phone: 80%%215— Fax: X0 1-U01-] \if

Prima c:ontaﬁ%ji:, Prendenss Sacondary Gantact: PAATick—Poyznin
Tiﬂe:_’ﬁ A Tite: Yfogvces— |

Emall Y ,A%E}aﬂ?i@wn@/ di@ris\c_ .M
EiBroker Signature; [? ’

WRITING GENERAL AGENT'S CERTIFYING STATEMENT
I certify that | have accurately recorded on this application the information supplied by the proposed policyholder(s).
Firm Name {print): Tax ID Number;
General Agent Name (print):

Address:

City: State: Zip:
Phone: Fax:

Primary Contact: ____ Secondary Contact:

Title: Titls; .

Email: Email:

8 General Agent's Signature;
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VISION CARE»
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FOR é "%’:&‘F‘SN‘:_‘*Q}J Rupesgql b 2ut:

or subscriber)

DI o

Tmgloser s Division Code CIientCoCode

Last Name (Employee

Enrollment/Change Form
Please print and complete all sections.
See instructions below.
Underwnittsn by Fidelity Secuity Lifs Insirance Company of

Kansas Crty, Missouri

R N

Employee Signature:

OA Sex Last Name (spouse) First Name M.L | bate of Birth Soc;al Semn'clty

or oM Number

oc O¥

DA | Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security

oT auM ‘ Nunober

oOc OF —

OA Sex Last Name (dependent) First Name: M.I | Pate of Birth | Social Security

ar my Nummbe

oc | gr -

OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Secority

or oM ' Number

oc | OF . -

DA Sex Last Name (dependent) First Name M.I. | Pate of Bixth g’ocial Security
amber

Employer name: Legal name of the employer.

Group Nunber: Provided by EyeMed ox EyeMed
representative,

Location eade; Optional field for employers to track
multiple locations.

Effective date: Date set by employer in aceordance with
EyeMed proposal. Employer also sets effective date for new
adds during contract period.

Deductions are adjusted according to payrel! fraquency.

Instructions:

Fanily Informaton: List only eligible family members who
are enrolling.

Dependent eligibility is the same as employer’s health plan.
(A) Add: Open (group) enrollment or new (individual)
enrollment during the contract period.

{T) Terminate: To terminate enrollment.

(C) Change: A change of name, employee address or
emplayee phone.

Once you elect EyeMed vigion coverage, you cannot cancel for a 12-month period based upon your enrollment date.
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EyeMed Online Group Management System
Client Account Registration for Member Enrolhmeni/Disenrollment Information
Fixed Fee and Discount Plans

T e ) W T O T DT
',' ’, F’-\n,;"g‘}ﬁf‘"ﬂ:i‘ﬂ.i‘}g’l’h 5%

2% 3

The Ey=Med Online Group.Management System is an administrative tool that enables the Client to register aceount
users to view, edit and miaintein member enrollment/disenrollment, protected health information, far the EyeMed vision
plan, The Online Group Menagement System is for the Client's benefit to aceess member enroliment and
dicenrollmentinformation. .~y .

To register and have access.tg the EyeMed Online Group Management System, the client must complete the above

information and sign below.

.-y
The Client is responsible to define aite Account Owner for each plen rogistered for the ByeMed Oniline Group
Management Syatem, The Clent Account Qwner is the indjvidual designated by the Clicnt to b responsible for
assigning and meintaining user roles end responsibilities related to the sbility to view, editand/or maintain member
enrolhwent/disenroliment, protected health information, for the plan, EyeMed will havs the responsibility to add and
delete Client Account Qwnens based on written direction received fom the Chent.

The Client Account Owner will have rights ta view andfor maintain member enrollment/disenroliment, protected health
information, for the plan. Each Client Account Owner will have rights telated to all areas of fanstionality available via
the EyeMed Online Group Managenent System.

The Client Account Owper will be responsible for registering individuals within the Client’s crganization 88 Account
Users for a defined plan, Brokers and/or Third Perty Administratats involved with the plau may be registered as
Account Users if deemed approptiate by the Client Account Owner, Cheat is responsibis for obtaining a Business
Associates Agreements ifthe Chlient chooses to register third parties such as brokerms or third party administers as
Account Users to assist Client Account Owner with health plem operations.

The Amtount Usess have the right to view and/or meintein member envollment/disenvoliment, protected heslth
information, for the plan. Each Client Account User will have defined rights related to the specific areas of
functionality svailable via the ByeMed Online Group Management System. The Client Ascount Qwner will have the
responsibility to add and delete users as required by the client,

| As signatory for the clieat, 1 certify that the shove inforgetion is correct and complete. Iunderstand that EyeMed
| Vizion Cars intends toxely on this information and will grant the individuals listed above as Client Acoount

! rwners with the ability o view and maintain mesuber enrollment/disenroliment, protected health indermetion,
telated to the plans listed above. The Cllent has approved for this individuat to be responsible for assigning and
wainkining Account User roles and respongibilities related to the ability to view and/or maintin member
entollment/disenroliment, protected health information, for the plan as appropriate. Account User roles and
responsibilities will be assigned appropriately based on the individual’s role within the cljent’s organization.,
Client acknowledges Hiat EyeMed reserves all rights to endit the use of the Online Group Mansgement System by
client's representatives and Giscontinue, in its sole discretion, any Client Account Cwner or Account Users at any |
time, with or without nofice.

Name:

Company Name:

Titles

Date:

CADocuments and SetingsW52675\Wocal Setting\Temp\XPGpWisc\Web Registration Form Fixed Fee SEPT 2004.DOC
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EyeMed Online Group Management System
Terms and Definitions

Client:

The Client is the Plan Sponsor or entity that has vision benefits with EyeMed. The EyeMed Online Group
Management Sysiem Client Account Registration Form and all future notification of changes to defined
Client Acconnt Ownets sanst be signed and submitted by the person entitled to confract cn behalf of the

entity.

Client Acconnt Qwaer:

Tndividnal designated by the Client to be responsible for assigning and maintaining usey roles and
responsibilities related (o the ability to view and/or maintain member enroliment/disentollment, protected
healih informatian, for the plan, ByeMed will have the responsibility to add and delete Client Account
Owners based on vaitten direction received from the Client.

Client Account Owner will be responsible for registering individuals within the Client’s organization or
third party individuals who have been grauted xights to view and/or maintain member
emroliment/disentoliment, protected health information, related to the defined plan, The Ownermay -
register brokers and/or Third Party Administrators involved with the plan a8 Accownt Usets if appropriate.

Account User:

Individuz! designated by the Client Account Owner to haves the right t0 view and/ox maintajin member
enrollment/disenroliment, protected health information, for the plan. Bach Account 1Jser will have definsd
rights related to the specific arsas of functionality available via the ByeMed Online Gronp Managemant
System. The Clicnt Account Owner will have the responsibility to add and delete users as Tequired by the
client.

Funciionality Available

Member Maintenance
Maintain Enrollnent/Disenvoliment Data: Access to enrollment/disenxollnzent, protected health

information, of the members. User has the ability to add, change or delete momber
exroliment/diserroliment information for the defined plan.

View EnrollmentiDisenvoliment Data: Access to enroflment/disenrollment, protected health information,
of the members. User can view all member enrallment information for the defined plan.

- Reports
View Premium Invoice Data: Access to curollment/disenrollment, protected bealth information, of the

rmembers. User com view monthly premium invoice for the plan and has ability to view or download
manthly roster of entolled members. ) '

Member Search
View Member Information and/order Replacement ID Card: Access to enrollment/disenrollment, protected
health information, of the menbers. User can view member information, ordex replacement ID oard, view

list of related members and view summary of mermber bencfits.

CADocuments and Sertingswd52675\Locs] Scttings\Temp\XPOry Wise\Web Registration Form Fixed Fee SEPT 2004.D0C
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